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Texas Department of Insurance 

Division of Workers’ Compensation 
Medical Fee Dispute Resolution, MS-48 
7551 Metro Center Drive, Suite 100 • Austin, Texas 78744-1645 
518-804-4000 telephone • 512-804-4811 fax • www.tdi.texas.gov 

 

MEDICAL FEE DISPUTE RESOLUTION FINDINGS AND DECISION 

GENERAL INFORMATION 

Requestor Name and Address 

 
BRECKENRIDGE SURGERY CENTER 
3201 GEORGE BUSH HWY STE 100 
RICHARDSON TX  75082-3568 
 

Respondent Name 

CONTINENTAL INSURANCE COMPANY 

Carrier’s Austin Representative Box 

Box Number 47 

MFDR Tracking Number 

M4-09-B698-01 

 
 

 
 

REQUESTOR’S POSITION SUMMARY 

Requestor’s Position Summary:  “ASC TWC Fee Guidelines.” 

Amount in Dispute: $2,575.20 

RESPONDENT’S POSITION SUMMARY 

Respondent’s Position Summary:  “Continental Insurance Company has a claim for injured worker…  No 
activity has occurred on this claim since November of 1997… Liberty mutual has a claim for injured worker… with 
a date of injury in 1998.  The original DWC060, as well as all HICFs and EORs attached to this MDR, reference 
Liberty Mutual and their claim number… Carrier, Continental Insurance Company, requests dismissal of this 
MDR.  Additionally, Carrier, Continental Insurance Company, has not received any requests for services or billing 
from Healthcare Provider, Breckenridge Surgery Center, for the services which were performed 05/19/2009.” 

Response Submitted by:  Law Offices of Jeffrey M. Lust, Plaza of the Americas, South Tower, 600 N. Pearl, 
Suite 1450, LB 156, Dallas, Texas 75201 

SUMMARY OF FINDINGS 

Dates of Service Disputed Services 
Amount In 

Dispute 
Amount Due 

May 19, 2009 CPT code 63650 $2,575.20 $0.00 

FINDINGS AND DECISION 

This medical fee dispute is decided pursuant to Texas Labor Code §413.031 and all applicable, adopted rules of 
the Texas Department of Insurance, Division of Workers’ Compensation. 

Background  

1. 28 Texas Administrative Code §133.307 sets out the procedures for resolving medical fee disputes.  

2. Texas Administrative Code §133.20 sets out the requirements for medical bill submission by the health care 
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provider. 

3. Texas Labor Code §408.027 sets out provisions related to payment of health care providers. 

4. Texas Labor Code §408.0272 provides for certain exceptions to untimely submission of a medical claim. 

Issues 

1. What insurance carrier is responsible for payment of claims related to treatment of the injured worker for the 
date of injury listed on the DWC-60 form? 

2. Did the health care provider timely submit the claim to the correct workers’ compensation insurance carrier? 

3. Is the requestor entitled to reimbursement? 

Findings 

1. Review of Division records finds that Continental Insurance Company is the insurance carrier responsible for 
payment of claims related to the date of injury that is subject to this dispute as listed on the DWC-60 form. 

2. Texas Administrative Code §133.20 (b) states that “Except as provided in Labor Code §408.0272(b), (c) or (d), 
a health care provider shall not submit a medical bill later than the 95th day after the date the services are 
provided. In accordance with subsection (c) of the statute, the health care provider shall submit the medical bill 
to the correct workers' compensation insurance carrier not later than the 95th day after the date the health care 
provider is notified of the health care provider's erroneous submission of the medical bill.”  Texas Labor Code 
§408.0272(c) states that “(c) Notwithstanding Subsection (b), a health care provider who erroneously submits 
a claim for payment to an entity described by Subdivision (1) of that subsection forfeits the provider's right to 
reimbursement for that claim if the provider fails to submit the claim to the correct workers' compensation 
insurance carrier within 95 days after the date the provider is notified of the provider's erroneous submission of 
the claim.”  Although the submitted information does support that the provider timely submitted the bills to the 
incorrect insurance carrier, no documentation was found to support that the health care provider submitted the 
claim to the correct workers’ compensation insurance carrier within 95 days after the date the provider was 
notified of the provider's erroneous submission of the claim.  The requestor has not met the requirements of 28 
Texas Administrative Code §133.20 or Texas Labor Code §408.0272. 

3.  Texas Labor Code §408.027(a) states, in pertinent part, that “Failure by the health care provider to timely 
submit a claim for payment constitutes a forfeiture of the provider's right to reimbursement for that claim for 
payment.”  Review of the submitted information finds no documentation to support that a medical bill was 
timely submitted to the correct insurance carrier.  Therefore, pursuant to Texas Labor Code §408.027(a), the 
requestor in this medical fee dispute has forfeited the right to reimbursement due to untimely submission of the 
medical bill for the services in dispute. 

Conclusion 

For the reasons stated above, the Division finds that the requestor has forfeited the right to reimbursement for the 
services in dispute.  As a result, the amount ordered is $0.00.  

ORDER 

Based upon the documentation submitted by the parties and in accordance with the provisions of Texas Labor 
Code §413.031, the Division has determined that the requestor is entitled to $0.00 reimbursement for the disputed 
services. 

Authorized Signature 

 
 
 

   
Signature

  Grayson Richardson  
Medical Fee Dispute Resolution Officer

 June 15, 2012  
Date 

YOUR RIGHT TO REQUEST AN APPEAL 

Either party to this medical fee dispute has a right to request an appeal.  A request for hearing must be in writing 
and it must be received by the DWC Chief Clerk of Proceedings within twenty days of your receipt of this decision.  
A request for hearing should be sent to:  Chief Clerk of Proceedings, Texas Department of Insurance, Division of 
Workers Compensation, P.O. Box 17787, Austin, Texas, 78744.  The party seeking review of the MDR decision 
shall deliver a copy of the request for a hearing to all other parties involved in the dispute at the same time the 
request is filed with the Division.  Please include a copy of the Medical Fee Dispute Resolution Findings and 
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Decision together with any other required information specified in 28 Texas Administrative Code §148.3(c), 
including a certificate of service demonstrating that the request has been sent to the other party. 

Si prefiere hablar con una persona en español acerca de ésta correspondencia, favor de llamar a 512-804-4812. 

 


